Purpose Even though there is evidence that both patients and oncology clinicians are affected by the quality of communication and that communication skills can be effectively trained, so-called Communication Skills Trainings (CSTs) remain heterogeneously implemented. Methods A systematic evaluation of the level of satisfaction of oncologists with the Swiss CST before (2000)(2001)(2002)(2003)(2004)(2005) and after (2006)(2007)(2008)(2009)(2010)(2011)(2012) it became mandatory. Results Levels of satisfaction with the CST were high, and satisfaction of physicians participating on a voluntary or mandatory basis did not significantly differ for the majority of the items. Conclusions The evaluation of physicians' satisfaction over the years and after introduction of mandatory training supports recommendations for generalized implementation of CST and mandatory training for medical oncologists.
Introduction
The efficacy of Communication Skills Training (CST) in improving communication skills of oncology clinicians has been repeatedly demonstrated by randomized controlled trials [1] [2] [3] [4] and confirmed by systematic reviews and meta-analyses [5] [6] [7] [8] [9] [10] . CST leads to more patient-centered communicationcharacterized, for example, by increases in empathic responses to patient cues and time devoted to psychosocial issues during consultations-it reduces clinicians' professional stress and burnout [11, 12] , and acquired skills are often enduringly translated into clinical practice [1, [13] [14] [15] . As highlighted in the systematic review of Uitterhoeve et al. and in the 2013 Cochrane review on CST, the effectiveness of CST on patient outcomes has only recently become of interest to researchers, and no definite evidence was found for such effectiveness [8, 10] .
The main purpose of CST is to support clinicians when structuring the medical interview, exchanging information, responding to emotion, building the relationship with the patient, and adapting to his/her cognitive, emotional, and relational needs.
Despite this background, there is an important heterogeneity with regard to implementation of CST in oncology.
In Switzerland, CST was introduced in 2000 and has been declared mandatory for physicians specializing in medical oncology since 2006 [16] . Physicians' satisfaction with training on a voluntary basis compared with mandatory training is of relevance since participants who are not satisfied indicate that they do not consider to have benefited from training.
Some specific objectives of CST, such as an improved perception of patients' relational needs and an increased adaptation to their defensive style, request from participants an active engagement and a willingness to reflect on own fears and defensive styles emerging in the encounter with the patient. If clinicians are obliged and show dissatisfaction to participate in CST, such objectives may be endangered: to evaluate satisfaction with CST is therefore an important issue when recommending mandatory training.
Determining whether mandatory training decreases participants' satisfaction, thus possibly hampering the outcome of CST, is therefore important. If participants report decreased satisfaction, the decision of the Swiss Society of Medical Oncology to render CST mandatory would have to be revisited. However, if participants remain predominantly satisfied, one might argue that CST should also be implemented on a mandatory basis in other countries, which would be in line with a recent state-of-the-art review stressing that "CST programs ought now to be part of oncology fellowship training offered by comprehensive cancer centers" [17] .
Materials and methods
The Swiss model of CST The Swiss CST for oncology clinicians (physicians and nurses) initiated in 1998 by the Swiss Cancer League and implemented-after being piloted-in 2000, became mandatory after 2005 for physicians specializing in medical oncology [16, 18] .
The training consists of a 2-day course for up to 12 oncology clinicians that is based on interactive case discussions of critical incident reports delivered by the participants, roleplays, and video feedback of participants' interviews with simulated patients, and is followed by four to six individual supervisions and a final half-day training course 6 months later. To use the time most effectively, video feedback is provided in two separate subgroups. The CST addresses four interdependent aspects of communication: structure of the consultation, exchange of information, empathic response to emotions, and relationship building. Supervision takes place in the trainer's office (French-and Italian-speaking parts of Switzerland) or is provided over the phone (German-speaking part of Switzerland). During supervision, participants present videotapes of their consultations or discuss sensitive issues they encounter.
Mandatory training, interdisciplinary participation, and individual supervision are distinctive features of the Swiss model of CST [18] . All Swiss trainers have attended a trainthe-trainer course and have extensive experience in psychooncology, supervision of oncology clinicians, or psychotherapy. Their professional backgrounds include psychiatry, psychology, and psychosomatic medicine, with one trainer being a nurse with training and experience in supervision. Since its implementation, 610 oncology clinicians, comprising 321 physicians and 289 nurses, have participated in the Swiss CST.
Satisfaction of participants
The Swiss CST is evaluated by the participants right after the 2-day course (course evaluation) and after termination of the follow-up training (evaluation of the supervisions and halfday training). The evaluation is based on questionnaires rating participants' level of satisfaction with key elements of the training (see Table 1 ). Items are rated on a six-point Likert scale from not satisfied at all (1) to very satisfied (6). Table 1 illustrates that physicians were very satisfied with the CST course, with means of all 12 items ranging from 5 to 6 (very satisfied) before and after CST became mandatory.
Results
Most importantly, satisfaction of physicians participating voluntarily in the CST and those whose participation was mandatory did not significantly differ for the majority of the items (P>.05), indicating a stable mean level of satisfaction over the 13-year period. However, significant changes were observed for the following items: conceptualization of the content (item 1), level of information (item 2), work in small groups (item 7), involvement during the course (item 10), and organization (item 12). Although these changes indicate a decreased level of satisfaction after training became mandatory, mean level of satisfaction remained high and differences were rather small. Decreases were in the range of 5 % and thus are unlikely to reflect a substantial impact on satisfaction.
Levels of satisfaction with the follow-up training were also high, between 5 and 6 for all the means, and were significantly stable (P>.05 for all compared means (six items) before and after CST became mandatory).
Discussion
Despite the self-confronting experience, cost, and invested time, participants reported a high level of satisfaction with the Swiss CST before and after it became mandatory. This result is in line with our observation that even physicians who indicate ambivalent feelings at the beginning of training (e.g., "I am here because I have to participate" or "It's needed to be licensed as an oncologist") most often actively engage in the training and change from passive resistance to motivated participation [18] .
CST not only aims to teach an interview technique (how to structure the interview, to provide complex information, etc.) but also to confront physicians with their own communication behavior and psychological functioning. More specifically, CST allows participants to increase their awareness of their communication and defensive style and to identify the nature of their emotions during interviews with patients and their way to handle them [19] , which implies openness to the training. The fact that the level of satisfaction of physicians does not decrease when the Swiss CST became mandatory may indicate that these objectives continue to be reached despite the obligation to be trained and the participation of physicians who would not attend such training on their own Results of the nurses' evaluation are not presented because the CST is not mandatory for nurses; however, nurses' satisfaction levels did not differ overall from those of the physicians initiative. From another perspective, the results may also reflect increasing expertise in teaching of CST and psychotherapeutic competence of the trainers. The evaluation of physicians' level of satisfaction over the years and after introduction of mandatory training supports recommendations for generalized implementation of CST and mandatory training for oncologists, as formulated in a position paper based on a consensus meeting among European experts [20] .
The introduction of mandatory CST for oncologists in other countries would be a powerful message to the medical community, to patients, and to society as a whole, indicating that physician-patient communication matters in cancer care.
